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Pertussis Outbreak in an Amish Community — Kent County, Delaware, 
September 2004-February 2005 


Vaccine-preventable disease outbreaks continue to occur 
among undervaccinated populations in the United States, 
including contained religious communities (/,2). The Amish 
practice separation from the world through group solidarity 
and caring for their own (3). Amish religious doctrine does 
not prohibit vaccination; however, coverage levels for routine 
childhood vaccination remain low in many Amish communi- 
ties (1). This report describes an outbreak of pertussis in an 
Amish community in Kent County, Delaware, during 
September 2004—February 2005, that resulted in 345 cases 
and affected primarily preschool-aged children. The outbreak 
underscores the need to promote vaccination in Amish com- 
munities through culturally appropriate strategies, such as 
education and outreach to community leaders. 

For this outbreak, a clinical case was defined as an acute 
cough illness lasting >2 weeks with onset during September 
2004—February 2005 and without other apparent cause in a 
person living in the Amish community in Kent County (4). A 
confirmed case was defined as a clinical case of pertussis that 
1) was laboratory confirmed by polymerase chain reaction 
(PC *R) for Bordetella Pe rtussis DN \ or 2) had a direct epide- 
miologic link to a laboratory-confirmed case through a com- 
mon household residence. All other clinical cases were 
considered probable. 

During October 2004—December 2004, a total of 12 PCR- 
confirmed cases of pertussis were reported among Amish resi- 
dents in a community west of Dover, Delaware. Cases were 
reported to the Delaware Division of Public Health (DPH) 
by DPH nurses from Southern Health Services (SHS), the 
public health clinic serving the two southernmost counties in 
Delaware. Several SHS nurses had treated pertussis patients 
previously in this community and had knowledge of the low 
community vaccination rates; therefore, pertussis was suspected 


when children with symptoms were reported. Control 


measures and active surveillance for additional cases were 
instituted, including enhanced contact investigation and out- 
reach and special community pertussis clinics at Amish schools. 
lhe clinics provided an opportunity to distribute erythromy- 
cin, where appropriate, under standing orders. In addition, 
the clinics enabled further education of families regarding per- 
tussis prevention and control measures. To increase awareness 
of the outbreak among health-care providers, health-alert 
notices and diagnostic kits were distributed to area physicians. 

[o confirm the outbreak, the Delaware Public Health Labo- 
ratory (DPHL) performed PCR for B. pertussis on nasopha- 
ryngeal swabs from persons with typical outbreak-associated 
illness. Of the 49 swabs obtained from persons with cough 
illness living in the Amish community, 30 (61%) were PCR 
positive. A certain number of swabs obtained from persons 
with suspected pertussis were sent to CDC for culture confir- 
mation. B. pertussis was cultured from two o. 12 outbreak- 
associated samples forwarded to CDC,* confirming that 
B. pertussis was circulating in the community. For compari- 
son, 22 swabs were taken from Delaware residents with cough 
illness without epidemiologic links to Amish persons. 
Bordetella parapertussis was isolated from two of the 22 swabs; 


none of those were culture positive for B. pertussis. 








! tte n linically; no laboratory test exists that is 
« d spe Culture of a yngeal sample is 100% specific 
nsensitive, especially later ourse of the disease and after 

treatment. PCR is often more set but false positives can occur 

n outbreak setting in which some « ises have been confirmed by 





PCR alone can be used to confirm clinical diagnoses 
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In an additional attempt to identify all symptomatic per- 
sons, a self-administered survey regarding recent cough illness 
was distributed to all Amish families, one per household, 
through community religious leaders. A household was 
defined as persons living in a common residence. A 2005 
Amish directory published by an Amish community member 
was used to identify the number of households and the num- 
ber and ages of household members. As part of the self- 
administered survey, each respondent was questioned regarding 
willingness to be interviewed in person by DPH staff. CD¢ 
and DPH staff conducted structured interviews at willing 
households in which a person with a cough illness had been 
identified through the contact investigation, the door-to-doot 
case-finding program, or the self-administered survey. 

On the basis of historical knowledge, vaccination coverage 
in the Amish community was presumed to be low, but it had 
not been formally investigated before the outbreak. To obtain 
an estimate of the vaccination coverage of children in the 
community, the Delaware Immunization Registry was 
queried for the immunization records of all children aged 


6 months—5 years identified in the household interviews. 


Self-Administered Survey Results 


\ total of 323 households and 1,711 Amish community 


members were listed in the community directory. Of 323 


households, 184 (57%) returned the self-administered ques 
tionnaire; 195 (19%) of 1,008 persons living in these hous« 
| 


| 1 . : 
holds had self reported liness consistent with the clinical case 


definition for pertussis. 


Household Interview Survey Results 
Interviews were conducted at 110 of the households in whicl 
pertussis cases were suspected. A total of 274 cases of pertussis 
65 confirmed, 209 probable) were identified in 96 of the 
households; no cases of pertussis were identified in 14 of the 
110 households. Among the 618 persons residing in the 96 


households, 220 (36 reported taking erythromycin tor >5 
days, 98 (16%) reported taking the drug for <5 days, and 300 
| | 


(49%) declined antibiotics or had already passed the exposure 
window for which antibiotics were indicated. For both 
patients and contacts, an average of 15 days elapsed from cough 


onset in the primary case to the date antibiotic therapy was 


initiated. Among 85 patients who attended school, 51 (60° 
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Combined Survey Results 
1 | bir | cases identified from 


listered survey ind the house hold Interview sul 


luding 65 confirmed and 280 probable cases. 


rall attack rate tor clinical pertussis was 20% 
' 


Of the cases identified by combining the self 


; . £0 
administered and household interview surveys, 20 (6%) were 
vertussis-like illness, 24 %) reported 1996, ind 
illness sometime during 1987—2003. 


mong infants aged <1 year, 143 (41%) were among children 

eported aged 1—5 years, and 182 (53%) were among those aged >5 years 

Of 123 patients aged 6 months—5 years residing in intet lable). The median age of patients with clinical cases was 

viewed households, immunization registry results revealed that 6 years (range: 0-75 years). Among all patients with clinical 

‘eT. Z had no records of vaccination with diphtheria cases. 17] 5()% reported paroxysms of cough, 115 (33%) 

tetanus-pertussis (DTP/DTaP) vaccine, six (5%) had records . 
| 


reported inspiratory whoop, and 108 (31%) reported 
or 2 doses, and 29 (24%) had records of receiv 


posttussive emesis. No hospitalizations or deaths were reported. 


For 163 children aged 6 months—5 years with Cough onset occurred from September 12 


tussis residing in households witl pertussis 1? 


, 2004, to February 


2005 (Figure 1). During the same period, seven PCR 


POSITIVE vert 


had no records of vaccination with Ly] P 


USSIS Cases WeTC reported In Delaware among pel 


I 

t 
) 1 
I 


cords of receiving 


7 j ] oe | 
sons with no « pidemlologic link to an Amish person. 


had records of receiving >3 doses 


96 h hold ' 


Nousenolds | 


Reported by: /? /¢ D Austin, L Hathcock, PhD, P Si 
In Which a pertussis cas DrPH. F Al VBBS. | utt M Postell. L Rouse. | Warine 
ered, a total of 43 (4 ported not vaccinating ) Div of Public Health. K Kretsincer. M) jialski. MPH 


1 


, j , ' , ' ' ' 
hildren in their household, t t Nous holds reported 
I 


tion 
id not pro R i LD proposed): K Kue | | m, MD 
vaccinating { f] Li 


ison 


Editorial Note: Among the diseases for which universal child 


hood iccination is recommended in the United States, only 


has had an overall increase in reported cases since 

1980, increasing from 1,730 cases in 1980 to 25,827 cases in 

reported vaccination at vaccine cli et uy 004 (5). Rates of reported pertussis in the United States are 
s by DPH nurses highest among young infants and adolescents (6,7). In 2004, 


TABLE. Number of pertussis cases and attack rates (ARs) in an Amish community, by sex and age group — Kent County, Delaware, 
September 2004—February 2005 





Total no. of No. of No. of No. of 


household confirmed primary Secondary cases‘ other 
Characteristic members cases* cases’ , AR (%) 





cases’ 





Sex 
Male 869 


Age group (yrs) 


122 





hain reaction for Bordetella pertussis DNA 


the first case in a household. Co-primary cases were 


+t 7-42 days after the primary case. Second 
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FIGURE 1. Number’ of pertussis cases in an Amish community 
outbreak, by week and type of case — Kent County, Delaware, 
September 2004—February 2005 


60 


‘ Primary and co-primary 
WM Secondary’ 


Second primary** 


Number 


Week 
* Among 130 households reporting at least one case. Onset dates are 
nissing for 22 cases 
' First case in a household 
Cough onset within 6 days of primary case 
1 Cough onset 7-42 days after primary case 
** Cough onset >42 days after primary case 


the incidence of pertussis among persons aged <1 year was 84 
per 100,000; among persons aged 1—10 years, 18 per 100,000; 
mong persons aged 11—19 years, 24 per 100,000: and among 
persons aged >19 years, four per 100,000 (CD , unpublished 
data, 2004). Routine childhood immunization, which has been 
determined to be highly effective (8), includes a 3-dose 
DTaP series at ages 2, 4, and 6 months, followed by boosters 
it 18 months and 4—6 years. Adolescents and adults can 
become susceptible to pertussis because of waning immunity 
ipproximately 5—10 years after booster vaccination. In 2005, 
two new pertussis vaccines (i.e., tetanus toxoid, reduced diph 
theria toxoid and acellular pertussis |Tdap] vaccines), were 
licensed in the United States for use among persons aged 10 
18 and 11-64 years, respectively. Routine adolescent and adult 
(dap vaccination has been recommended by the Advisory 
Committee on Immunization Practices. 

he age distribution of cases in this outbreak differed from 
that of the U.S. population. Amish children aged 1—5 years 
represented 143 (41%) of pertussis cases identified during the 
outbreak (Figure 2). They also experienced the highest pri 
mary and secondary household attack rates (Table). This age 
distribution is similar to that observed in the prevaccine era in 
the United States (i.e., before the 1940s) (9) and probably 
reflects the low pertussis vaccination coverage in the Amish 
community. Adults and adolescents were largely unaftected 
by the outbreak, possibly because of previous exposure to 


B. pertussis. A previous pertussis outbreak occurred in this 





FIGURE 2. Proportion of pertussis cases in an Amish 
community outbreak, by age group — Kent County, Delaware, 
September 2004-February 2005, compared with the 
United States overall, 2004 
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undervaccinated population in 1986 (/0). Members of the 
community reported having whooping cough not only in 1986 
but also in multiple subsequent years, suggesting periodic cir- 
culation of B. pertussis within the community. More cases were 
reported among young children than among infants aged 
<1 year, which might reflect increased opportunities for expo- 
sure resulting from close social interaction of ambulatory 
children. 

Outbreak-control measures with demonstrated effectiveness 
in limiting the spread of pertussis include prompt treatment 
and postexposure prophylaxis of contacts with antibiotics (4). 
In this outbreak, the majority of the children were unvacci- 
nated or undervaccinated, and adherence to erythromycin 
prophylaxis was suboptimal. 

Outbreaks of vaccine-preventable diseases (VPDs), such as 
rubella and Haemophilus influenzae type b, have been reported 
in Amish communities (/,2). Control of VPDs in these com- 
munities presents unique challenges, in part because of their 
isolation. Amish persons typically have lower vaccination cov- 
erage and often delay or avoid seeking medical care (/). Since 
1980, public health nurses in Delaware have conducted 
immunization clinics at two fixed outreach sites in Amish 
homes, but coverage rates have remained low. After the out- 
break described in this report, DPH staff distributed educa- 
tional pamphlets discussing immunization and VPDs, 
including information about Amish immunization outreach 
clinics. The reasons cited by persons in Amish households for 
failure to vaccinate children (e.g., fears of vaccine-related 
adverse events and general lack of awareness regarding vacci 
nation) were not religious or doctrinal. This suggests that 
enhanced outreach and education regarding vaccination safety 


and protective benefits might help increase coverage rates. 
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Secondary School Health Education 
Related to Nutrition and Physical 
Activity — Selected Sites, 
United States, 2004 


| oa healthful diet and engaging in phvsical activity ha 
ating a healthful diet and engaging in physical activity have 
Ir} 
it 


. — - i , 4 
h benefits for 


important hea youths , such as reducing 
overweight, a condition that affected 17% of those aged 12 
19 years during 2003-2004 (3). School health education that 


] ] 1 , 1 
includes information about nutrition and physical activity 1s 
1 

an Important Component Of a comprenensive ipproach toim 
vior, reducing sedentary behavior, and 

| - j 

| activity among youths. A previous study 

| | | ] 

professional de velopment for health education 


; : ps 7 
Ips ensure th health education instruc 


1d physical activity topics 
in school health ucation courses and wha 


, — . 
| 1 } Irh nA 
ead Neaith education 

11 ' ' ' ' 

' ? ‘ rT) 4 ' y , rire , r hy | * 

professional development on nutrition and physical activity 


red data trom the 2004 Sch Health Profiles for 


ig 


public secondary schools (i.e., midd] junior high, anc 


serving students in grades 6-12 in 2 


urban school districts. This report summa 

ilts of that analysis, which indicated that in 2004, 
ipproximately one half to three fourths of schools in the pat 
ticipating states and school districts taught all 15 nutrition 
and dietary behavior topics listed in the School Health Pro- 
files questionnaire in a required health education course, and 
approximately one third to two thirds taught all 12 physical 
activity and fitness topics. State and local education agencies 
should continue to encourage schools to provide education 
on nutrition and physical activity as part of a coordinated 
school health program and promote staff development fot 
health education teachers. 


Since 1994, the School Health Profiles survey has been con 


ducted biennially by state and local education and health agen- 


cies to assess school health programs. State and local 
departments of education and health select either all public 
secondary schools within their jurisdictions or a systematic, 
equal-probability sample of public secondary schools to par- 
ticipate in the survey. At each school, separate questionnaires 
for the principal and lead health education teacher are both 
sent to the principal, who then designates which health edu 
cation teacher will complete the teacher questionnaire. The 
questionnaires are self-administered and returned during the 
spring semester to the agency conducting the survey. Lead 
health education teachers are asked questions about the con- 
tent of required health education courses and staff develop 
ment on health education topics; the lists of 15 nutrition topics 
ind 12 physical activity topics included in the School Health 
Profiles questionnaire are based on CDC guidelines (/,5) and 
the School Health Index (6). Follow-up telephone calls and 
written reminders are used to encourage participation. Data 
from each survey are weighted to reflect the likelihood of the 
school’s being selected and to adjust for differing patterns of 
nonresponse. Results represent all public secondary schools 
in each jurisdiction. Results of principal questionnaires were 
not included in this analysis because they did not include 
information about the content of required health education 
classes. Participation in the School Health Profiles is confi- 
dential and voluntary. 
For the 2004 survey, lead health education teachers were 
asked the following questions: 
¢ “During this school year, have teachers in this school tried 
to increase student knowledge on each of the following 
topics in a required health education course in any of 
grades 6 through 12?” Respondents were asked to mark 
yes or no on a list of topics that included “nutrition and 


dietary behavior” and “physical activity and fitness.” 
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¢ “During this school year, did teachers in this school teach 


each of the following nutrition and dietary topics in a 


required health education course for students in any of 


grades 6 through 12?” The following topics were listed: 
benefits of healthy eating; using food labels; identifying 
Food Guide Pyramid food groups and serving recommen- 
dations; choosing a variety of grains daily; choosing a 
variety of fruits and vegetables daily; choosing a low-fat 
diet; choosing and preparing foods with less salt; moder- 
ating intake of sugars; choosing more calcium-rich foods; 
keeping food safe to eat; preparing healthy meals and 
snacks; aiming for a healthy weight; risks of unhealthy 
weight-control practices; accepting body-size differences; 
and eating disorders. 

During this school year, did teachers in this school teach 
each of the following physical activity topics in a required 
health education course for students in any of grades 6 
through 12?” The following topics were listed: physical, 
psychological, or social benefits; health-related fitness; 
phases of a workout; how much physical activity is enough; 
decreasing sedentary activities; overcoming barriers to 
physical activity; developing an individualized physical 
activity plan; monitoring progress toward reaching goals; 
opportunities for physical activity in the community; pre 
venting injury during physical activity; weather-related 
safety; and dangers of using performance-enhancing drugs. 

During the past 2 years, did you receive staff develop- 
ment (such as workshops, conferences, continuing edu- 
cation, or any other kind of in-service) on each of the 
following health education topics?” Respondents were 


isked to mark yes or no on a list of topics that included 


nutrition and dietary behavior’ and “physical activity and 


fitness 

In 2004, data from surveys of lead health education teach 
ers were obtained from 25 states and 10 large urban school 
districts.* The 25 states were distributed across all regions of 
the United States, and four of the school districts were among 
the 10 largest in the country. Among states, the number of 
lead health education teachers who participated ranged from 
58 to 581 per state (median: 254), and response rates ranged 
from 70.0% to 92.0% (median: 75.0%). Among large urban 


school districts, the number of lead health education teachers 





middie, junior high, and senior high schools 
? were surveyed in the following states and large urban 
te laska, Arizona, Arkansas, Connecticut, Delaware, Idaho, 
Massachusetts, Michigan, Missouri, Montana, Nebraska, New 
New York, North Carolina, North Dakota, Oklahoma, Oregon 
vania, South Carolina, Tennessee, Utah, Washington, and Wisconsin 
Chicago, Illinois; Dallas, Texas; District of Columbia; Los 
Calitornia; Memphis, Tennessee; Miami, Florida; New Orleans 
tistana; Orange County, Florida Philadelphia, Pennsylvania; and San Diego, 


California 


who participated ranged from 31 to 258 per school district 
(median: 50), and response rates ranged from 72.0% to 98.0% 
(median: 78.5%). 

The percentage of schools that provided any instruction on 
nutrition and dietary behavior in a required health education 
course ranged from 92.5% to 100.0% (median: 98.5%) among 
states and from 92.8% to 100.0% (median: 100.0%) among 
school districts. The percentage of schools that provided any 
instruction on physical activity and fitness in a required health 
education course ranged from 94.8% to 100.0% (median: 
98.9%) among states and from 87.9% to 100.0% (median: 
100.0%) among school districts. 

For each of 14 of the 15 nutrition and dietary behavior 
topics included in the questionnaire, the median percentage 
of schools that taught each topic in a required health educa- 
tion course ranged from 78.6% to 97.2% among states and 
from 82.0% to 98.8% among school districts. Medians for 
“keeping food safe to eat” were lower (74.3% among states 
and 81.1% among school districts).’ Fewer schools taught all 
15 topics, with percentages ranging from 50.1% to 73.4% 
(median: 57.7%) among states and from 42.7% to 83.9% 
(median: 67.8%) among school districts (Table 1). For each 
of 10 of the 12 physical activity topics included in the ques- 
tionnaire, the median percentage of schools that taught each 
one in a required health education course ranged from 70.4% 
to 94.4% among states and from 78.4% to 92.7% among 
school districts. Medians for “developing an individualized 
physical activity plan” and “monitoring progress toward reach- 
ing goals” were lower (69.8% and 62.8% among states, 
respectively, and 67.8% among school districts). The percent- 
age of schools that taught all 12 topics ranged from 28.8% to 
62.7% among states (median: 44.9%) and from 43.5% to 
67.0% (median: 48.6%) among school districts (Table 1). 

he percentage of schools in which the lead health educa- 
tion teacher received staff development on nutrition and 
dietary behavior during the 2 years preceding the survey ranged 
from 21.4% to 48.1% (median: 32.0%) among states and 
from 25.8% to 59.5% (median: 37.3%) among school dis- 
tricts (Table 2). The percentage of schools in which the lead 
health education teacher received staff development on physical 
activity and fitness during the 2 years preceding the survey 
ranged from 29.5% to 61.6% (median: 43.3%) among states 
and from 16.9% to 75.8% (median: 44.4%) among school 
districts (Table 2). 

Reported by: ND Brener, PhD, L Kann, PhD, S Lee, PhD, MI 
McKenna, PhD, H Wechsler, EdD, Div of Adolescent and School Health; 
JE Fulton, PhD, DA Galuska, PhD, Div of Nutrition and Physical 





Complete data on questions analyzed in this report are available at http: 


www.cdc.gov/healthyyouth/profiles/2004/report.pdf 
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TABLE 1. Percentage of schools that taught all nutrition and 
dietary behavior topics and physical activity and fitness topics 
in a required health education course during the 2003-2004 
school year, by location — School Health Profiles, United 
States, 2004 


TABLE 2. Percentage of schools in which the lead health 
education teacher received staff development* on nutrition 
and dietary behavior or physical activity and fitness during the 
2 years preceding the survey, by location — School Health 
Profiles, United States, 2004 





Taught all 15 nutrition 
and dietary behavior 
topics* (%) 


Taught all 
12 physical 
Location activity topics' (%) 
State 

Alaska 

Arizona 


Arkansas 





Connecticut 

Delaware 

Idaho 

lowa 

Maine 

Massachusetts 

Michigan 

Missouri 

Montana 

Nebraska 

New Hampshire 

New York 

North Carolina 

North Dakota 

Oklahoma 

Oregon 

Pennsylvania 

South Carolina 

Tennessee 

Utah 

Washington 

Wisconsin 57.0 35.4 

Median 57.7 44.9 

Range 50.1-73.4 28.8-62.7 
School district 

Chicago 51.8 43.7 

Dallas 83.9 43.5 

District of Columbia 42.7 50.2 

Los Angeles 67.7 48.2 

Memphis 76.0 67.0 

Miami 71.8 48.6 

New Orleans 50.1 48.4 

Orange County, Florida 69.1 60.4 

Philadelphia 67.8 51.8 

San Diego - 

Median 67.8 48.6 

Range 42.7-83.9 43.5-67.0 


“Benefits of healthy eating, using food labels, identifying Food Guide 
Pyramid food groups and serving recommendations, choosing a variety 
of grains daily, choosing a variety of fruits and vegetables daily, choosing 
a low-fat diet, choosing and preparing foods with less salt, moderating 
intake of sugars, choosing more calcium-rich foods, keeping food safe to 
eat, preparing healthy meals and snacks, aiming for a healthy weight 
risks of unhealthy weight-control practices, accepting body-size differences, 

, and eating disorders 
Physical, psychological, or social benefits; health-related fitness; phases 
of a workout; how much physical activity is enough; decreasing sedentary 
activities; overcoming barriers to physical activity; developing an individu- 
alized physical activity plan; monitoring progress toward reaching goals 
opportunities for physical activity in the community; preventing injury 
during physical activity; weather-related safety; and dangers of using 

. performance-enhancing drugs 

*Data not available 





Received staff 
development on 
nutrition and 
dietary behavior (%) 


Received staff 
development on 
physical activity 


Location and fitness (%) 


State 
Alaska 22.4 





Arizona 
A ri 


ArKansas 


Connecticut 


a a 
e) 


Oo? 


Delaware 
Idah 


iowa 


WwW 


Maine 
Massachusetts 


| 


Michigan 


o- 


Missour 


) 


Montana 


Nebraska 

New Hampshire 
New York 

North Carolina 
North Dakota 
Oklahoma 


Oregon 


ot vu 


nw 
So — ofp 


Pennsylvania 

South Carolina 
52.2 
a 9 34.9 
Washington 5.9 ones 


~~ © 


Tennessee 


Wisconsin C 42.4 
Median 43.3 
Range i 29.5-61.6 
School district 
Chicago 38.2 49.4 
Dallas 36.4 39.4 
District of Columbia 33.4 61.3 
Los Angeles 25.8 23.9 
Memphis 59 75.8 
Miami 26 27.0 
New Orleans 39.3 57.8 
Orange County, Florida 48.1 20.2 
Philadelphia 50.3 56.8 
San Diego 32.3 16.9 
Median 37.3 44.4 
Range 25.8-59.5 16.9-75.8 





“Workshops, conferences, continuing education, or any other kind of 
n-service 


\ctivity, National Center for Chronic Disease Prevention and Health 
Promotion, CD¢ 

Editorial Note: The findings in this report indicate that in 
2004, nearly all secondary schools in 25 states and 10 large 
urban school districts provided education to students on 
nutrition and physical activity topics through required health 


education courses and taught key topics related to nutrition 
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and physical activity. However, a lower proportion of schools 
taught all 15 nutrition and dietary behavior topics and all 12 
physical activity and fitness topics included in the School 
Health Profiles questionnaire. Many ot the topics listed in the 
questionnaire have been taught in classroom-based programs 
that have been determined to contribute to improving dietary 
behavior, increasing physical activity, reducing sedentary 
behavior, and reducing the prevalence of overweight among 
school aged youths (/,5—7). 

[his analysis also indicated that in most of the participat- 
ing states and school districts, fewer than half of lead health 
education teachers had received recent staff development on 
nutrition and physical activity. Studies have indicated that 
teachers who receive staff development are more likely to cover 
a broader range of topics (8) and use teaching methods that 
have been determined to improve student health behaviors 

#). States and school districts should increase the availability 
of staff development on nutrition and physical activity for 
health education teachers. 

Che findings in this report are subject to at least three limi- 
tations. First, these data include only public secondary schools 
ind therefore do not reflect practices at private schools. Sec- 
ond, these data were self-reported by lead health education 
teachers and are therefore subject to recall and other biases; 
the responses were not verified by other sources. Lead health 
education teachers might not be aware of the classroom prac- 
tices of all individual health education teachers in the school. 
Finally, these data are not an assessment of the effectiveness of 

alth education instruction. 

Schools should provide health education on nutrition and 
physical activity topics as one of several strategies to improve 
dietary behavior, increase physical activity, reduce sedentary 
behavior, and reduce overweight among youths (9). Classroom 
instruction should be part ofa coordinated school health pro 
gram that includes a healthy school meals program, healthy 
and appealing choices among foods and beverages offered in 
addition to the school meals program, a physical education 
program based on recommendations from the National Asso 
ciation for Sport and Physical Education in Moving into the 
Future National Standards fo? Physical Education, opportu- 
nities for safe and enjoyable physical activity, school health 

rvices and counseling related to dietary behavior and physi 
cal activity, and a health promotion program for school staff 
members (/,5). 

CDC, in partnership with school administrators and staff, 
school health researchers, parents, and national nongovern 


mental health and education agencies, developed the School 





Health Index, a self-assessment and planning tool that schools 
can use to improve their health and safety policies and pro- 
grams (6). Teachers, staff members, parents, students, and 
community members can use the School Health Index to assess 
whether their school curricula contain elements of effective 
health education on nutrition and physical activity topics and 
to create a plan to improve curricula and other components 
of their school health program. 
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Erratum: Vol. 53, No. RR-14 


In the MMWR Recommendations and Reports, “Treating 
Opportunistic Infections Among HIV-Exposed and Infected 
Children: Recommendations from CDC, the National Insti- 
tutes of Health, and the Infectious Diseases Society of 
America,” in Appendix A, on page 65, an incorrect dosage 
was provided for infants and children with Pneumocystis jiroveci 
pneumonia under the column heading, “Preferred therapies 
and duration.” The correct dosage is highlighted: 
“Trimethoprim-sulfamethoxazole (TMP/SMX) 15-20 mg/kg 
75-100 mg/kg body weight SMX 
administered intravenously or by mouth in 3—4 divided doses 


daily (Al) (after acute pneumonitis resolved in mild-moderate 


body weight TMP plus 


disease, intravenous TMP/SMX may be changed to oral).” 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Number of Persons with Diagnosed Diabetes* and Number of Ambulatory 
Care Visits' Related to Diabetes — United States, 1997-2004 


n millions) 


Number (i 


Year 


“Estimated from self-reported responses during in-person interviews to the 
question, “Have you ever been told by a doctor or health professional that you 
have diabetes or sugar diabetes? 

' Ambulatory care visits include those made to physician offices and hospital 

outpatient departments during the preceding 12 months. Diabetes-related visits 
are those made by persons with a first-, second-, or third-listed diagnosis of 
diabetes (/nternational Classification of Diseases, Ninth Revision, Clinical 
Modification codes 250.00-250.99) 
The weighting methodology for physician office visits for 2003 and 2004 differed 
from the method used during 1997-2002, which increased the relative number 
of visit estimates in 2003 and 2004 compared with preceding years (available 
at http://www.cdc.gov/nchs/data/ad/ad365.pdf) 


Whereas the estimated number of persons in the United States increased by approximately 8% during 1997-— 
2004, the number of persons with diabetes in the United States increased by approximately 50%, from 10.1 
million in 1997 to 15.2 million in 2004. The estimated number of diabetes-related visits to physician offices and 
hospital outpatient departments also increased by approximately 41% during this period 


SOURCES: National Health Interview Surveys, 1997-2004. Available at http://www.cdc.gov/nchs/nhis.htm 
National Ambulatory Medical Care Survey. Available at http://www.cdc.gov/nchs/about/major/ahcd/ahcd1 .htm 
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TABLE |. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, week 
ending July 29, 2006 (30th Week)* 





5-year 
Current Cum weekly otal cases reported for previous years 
Disease week 2006 average’ 2005 2004 2003 2002 2001 States reporting cases during current week (No.) 


2 23 








28 
69 ; TX (1) 
21 WA (1) 
AR (1) 
67 NY (2), SC (1) 
2 
PA (1) 


NY (5), MN (15) 
NY (1), MIN (3), MO (2), NC (3), FL (1), TN (2), AR (4) 
MO (3), NE (1), VA (1), AR (1) 


IN (1 
MD (1), GA (2 
NH (1) 


NWN PMO 


ou 


a) 
WN OM — W 


> oo 


ME (1), MN (2), TN (2), UT (1), CA (1 
NC (1), AL (1), OK (2 


Gh < «= 
oo 
> MO 


< 


CA (1 
NY (2), PA (1), OH (4), NC (1), FL (2), KY (1) 
WA (1), CA (1 


~ 


a 
ve) 
> 


MD (1), FL (1), 1D (1) 


OH (1 


MA (1), IN (6), MD (3), OK (2), TX (1) 
NY (2) 


AR (1) 
OH (1), MN (1), CA (1) 


rmediate Staphy 


tant Staphylococcu 





ases N: Not notifiable Cum: Cumulative year-to-date counts 
2005 and 2006 are provisional, whereas data for 2001, 2002, 2003, and 2004 are finalized 

by summing the ir counts for the current week, the two weeks preceding the current week, and the two weeks following the current week for a total of 5 
} years. Additional information is available at http://www.cdc.gov/epo/dphsi/phs/files/Syearweeklyaverage. pdf 


for renorting r 
ala tor reporting ye 


able in all states 
both neuroinvasive and non-neuroinvasive. Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious 
ArboNET Surveillance) 
t H. influenzae (all ages, all serotypes) are available in Table |! 
nthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV/AIDS, STD and TB Prevention. Implementation of HIV reporting influences the 
f cases reported. Data for HIV/AIDS are available in Table IV quarterly 
ed weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases 
f 37 cases were reported for the 2005-06 flu season (October 2, 2005 [week 40]—May 20, 2006 [week 20)) 
sles cases were reported for the current week 
r meningococcal disease (all serogroups and unknown serogroups) are available in Table II 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending July 29, 


(30th Week)* 


2006, and July 30, 2005 





Chlamydia 


Coccidioidomycosis 


Cryptosporidiosis 





Previous 
Current 52 weeks Cum 
week Med Max 2006 


Cum 


Reporting area 2005 


Current 
week 


Previous 
52 weeks Cum 
Med Max 2006 





Previous 
Cum Current 52 weeks Cum 


2005 


Cum 





United States 
New England 


Mid. Atlantic 


w York 


York Cit 


E.N. Central 


nd 


W.N. Central 


. Atlantic 


¢ 


E.S. Central 


Ala 


W.S. Central 


Arkar 


exa 


Mountain 


Pacific 


week Med Max 2006 2005 


465 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 29, 2006, and July 30, 2005 


(30th Week)* 





Reporting area 


Giardiasis 


Gonorrhea 


Haemophilus influenzae, invasive 
All ages, all serotypes 





Current 
week 


Previous 
52 weeks 
Med Max 


Current 
week 


Previous 


52 weeks 


Med Max 


Cum 
2006 


Cum 
2005 


Previous 
52 weeks 
Med Max 2006 


Current 
week 


Cum 


Cum 





United States 


New Englan 
vonnecticut 
Maine 
Massachusetts 
New Hampshire 
Rhode Island 


Vermont 


Mid. Atlantic 

New Jersey 
Upstate) 
New York City 


Panr 


New York 


yivania 


E.N. Central 


Wisconsir 
W.N. Central 
Kansa 
Minnesota 
Mis 
rtr Dak yt 2 
ith Dakota 


S. Atlantic 


V ynia 
E.S. Central 
MA 


W.S. Central 


Arkansas 


Pacific 


Alaska 


Islands 


306 1 


> WP 
Oo Of OONC 


NR 
—_ @ 
=) 


os. 


3,972 


110 
17 
1 
89 


2 


n— 


< 


NM WwW 
NON 


wn 


+ © 
=~ Om ~ 
mn Wo 


») > 


3 
53 
2 


=» & - 
Zan=—-Ono 


J 


if OO 
> oO 


m De) 
ii ONO 
WON--NOL 


6,431 14,136 


105 288 
41 241 
6 

75 

9 

19 

4 


1,014 
150 
455 
402 
392 


7,047 
567 
228 

5,880 
661 
172 
461 

54 
124 
102 
240 

56 


/ 


13 


44 
66 


ro) 


ouw-o 


177,564 


3,180 
1,275 
67 
1,406 
124 
269 
39 


16,771 
2,633 
3,473 
4,599 
6,066 


33,092 
10,331 
3,812 
7,153 
8,117 
3,679 


10,087 
935 
1,230 
1,534 
5,422 
697 
55 
214 
43,388 
837 
923 
12,882 
6,793 
3,844 
9,306 


4,757 


22,925 
302 
18,815 
543 
807 
2,458 


U 
U 


12 
1 


186,015 


3,528 
1,551 
78 
1,491 
94 
282 
32 
18,697 
3,212 
3,692 
5,57 
6,214 


36,424 
11,071 

4,580 

5,810 
11,780 

3,183 
10,528 
869 
423 
971 
306 
693 

50 
216 
942 
450 
145 
152 
116 


> 
Ww 


-uowo-— 
4 > 


37 142 1,166 


19 91 
9 23 
11 


LhOWNDLS DWENLO NON-OW 


° 
ee ee 
|lrmanoaann! = 


mMWwooo oo°c°c°c°c°ocdn 


O82 Oaw 


“~oo- =ocooNn 
On P--=bhH PBOWOUNRO=“=-f OWNNOWOM 


~SbMONM WI 


oo°o0o+-+- Oo 


— 
Nan | 
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1CC wnea=ann 


O-NMWOCO BM=“OOO NSSHO0-ShND 
w= << 


ooooco O+H-COCOON COO 


> WwW 
--OL WH-]-NW 


Ong 


Oo wo ms | 
hOnNuno ANDW! 


|oncc 





yommonwealth of Northern Mariana Islands 


navaiabdie 


No reported cases 
ce data for reporting years 2005 and 2006 are provisional 


N: Not notifiable 


Cum: Cumulative year-to-date counts 


ns data reported through the National Electronic Disease Surveillance System (NEDSS) 


Med: Median 


Max: Maximum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 29, 2006, and July 30, 2005 


(30th Week)* 





Hepatitis (viral, acute), by type 























A B Legioneliosis 
Previous Previous Previous 

Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 
United States 27 75 245 1,819 2,160 27 87 597 2.183 3,014 53 42 127 941 929 
New England 1 5 22 105 243 — 2 9 36 81 2 2 12 51 48 
Connecticut — 1 3 21 30 0 3 29 0 8 17 15 
Maine’ 0 2 5 1 0 2 1 6 0 1 3 3 
Massachusetts — 2 14 50 145 — 1 5 14 26 1 6 18 19 
New Hampshire — 0 7 16 57 0 2 7 17 0 1 { 6 
Rhode Island 1 0 4 6 5 0 2 4 1 1 0 10 a 3 
Vermont’ — 0 2 7 5 - 0 1 2 1 0 3 3 2 
Mid. Atlantic 2 8 24 167 359 1 a 55 207 396 24 13 35 285 316 
New Jersey - 2 i) 32 66 3 10 47 148 1 8 9 68 
New York (Upstate) 1 1 14 46 55 1 43 35 35 10 S 29 128 71 
New York City 2 10 53 181 - 2 5 37 81 1 9 14 59 
Pennsylvania 1 1 6 36 57 1 3 9 88 132 14 6 17 134 118 
E.N. Central — 6 15 150 193 2 8 24 187 335 19 4 194 164 
Illinois — 1 11 27 59 0 6 7 96 1 5 14 23 
Indiana — 0 5 17 11 0 17 28 17 0 6 13 12 
Michigan = 2 8 55 66 - 3 7 76 112 2 6 43 47 
Ohio — 1 4 39 31 2 2 7 70 83 19 4 19 105 68 
Wisconsin — 1 5 12 26 0 4 6 27 0 5 19 14 
W.N. Central 3 2 30 82 51 1 4 22 95 153 1 11 25 40 
owa - 0 2 4 13 0 3 15 0 1 2 3 
Kansas — 0 5 21 10 0 2 6 19 0 1 1 2 
Minnesota 2 0 29 8 3 0 13 10 15 0 10 11 
Missouri — 1 4 31 22 1 3 7 64 82 0 3 14 14 
Nebraska’ 1 0 3 11 3 0 1 € 19 0 2 4 2 
North Dakota — 0 2 0 0 0 1 1 
South Dakota 0 3 7 0 1 3 0 6 4 7 
S. Atlantic 14 11 34 280 344 11 23 66 652 848 4 44 19 207 203 
Delaware — 0 2 9 4 1 4 22 19 0 2 4 12 
District of Columbia — 0 2 2 2 0 2 4 8 - 0 2 8 3 
Florida 13 4 18 109 121 7 8 19 243 290 3 3 8 85 55 
Georgia 1 1 6 32 73 3 7 93 130 0 4 ) 18 
Maryland' -- 1 6 32 30 1 2 10 89 92 1 6 41 55 
North Carolina - 0 20 53 41 1 0 23 32 98 0 5 20 17 
South Carolina — 0 3 10 20 2 43 99 0 1 2 10 
Virginia’ — 1 11 29 50 2 1 18 26 88 1 1 7 34 25 
West Virginia 0 3 4 3 18 4 24 0 3 4 8 
E.S. Central 1 2 15 67 145 3 é 18 198 212 2 1 ) 46 44 
Alabama’ — 0 9 9 16 3 4 75 49 0 1 7 9 
Kentucky 0 5 24 11 A( 41 0 4 11 12 
Mississippi _ 0 1 4 13 4 35 0 1 1 2 
Tennessee 1 1 7 30 2 12 7 87 2 1 27 2 
W.S. Central 7 77 117 226 13 315 349 315 1 32 30 18 
Arkansas 0 9 30 1 4 2 40 0 3 1 4 
Louisiana 0 4 1 40 5 49 ’ 1 
Oklahoma - 0 2 4 4 2 0 1 19 29 3 1 2 
Texas 5 73 82 174 11 303 197 26 28 12 
Mountain 6 18 130 17€ 6 39 148 314 1 2 7 47 56 
Arizona 2 16 64 1 4 27 86 200 0 3 14 12 
Colorado - 1 4 24 21 1 5 21 35 0 2 5 15 
Idaho - 0 2 7 18 0 2 7 7 0 2 6 3 
Montana 0 2 6 7 0 7 3 0 1 3 4 
Nevada 0 , 6 ) :) 4 13 31 0 2 3 11 
New Mexico — 0 3 10 15 0 12 0 1 2 2 
Utah — 0 2 11 14 0 19 25 1 C 2 14 6 
Wyoming 0 1 2 1 1 1 3 
Pacific 6 19 163 721 423 7 10 61 11 360 1 2 9 56 40 
Alaska 0 1 0 4 0 1 
California 6 15 162 660 4 7 41 244 244 1 2 9g 56 39 
Hawaii - 0 2 } 17 0 1 4 3 0 1 1 
Oregon 0 5 26 25 € 33 61 N 0 0 N N 
Washington 1 13 27 27 3 0 18 25 45 0 U 
American Samoa U 0 0 U 1 U 0 0 Lu U 0 0 U U 
C.N.M.1 U 0 0 U U U ) C U U U 0 0 U U 
Guam - 0 0 2 2 18 0 
Puerto Rico 0 3 a 48 1 1 8 8 29 0 1 1 
U.S. Virgin Islands - 0 0 ) ( 0 0 





C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts 
* Incidence data for reporting years 2005 and 2006 are provisional 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 


Med: Median 


Max: Maximum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 29, 2006, and July 30, 2005 
(30th Week)* 





Lyme disease Malaria 








Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks 
Reporting area week Med Max 2006 2005 week Med Max 





United States 4174 48 1 424 18 24 


New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 





Med: Mediar 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 29, 2006, and July 30, 2005 


(30th Week)* 





Meningococcal disease, invasive 





All serogroups 


Serogroup unknown 


Pertussis 





Previous 
52 weeks 
Med Max 


Current 
week 


Cum 


Reporting area 2006 


Previous 
52 weeks 
Med Max 


Cum 
2005 


Cum 
2006 


Current 
week 


Previous 
Current 


week Med 


52 weeks 


Cum 
2006 





United States 8 20 85 698 


New England 1 1 3 
Connecticut 
Maine’ 
Massachusetts 
New Hampshire 
Rhode Island 
Vermont’ 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Illinois 
Indiana 
Michigan 
Ohio 


Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 


un WG CO = 


Missouri 
Nebraska’ 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 
District of Columbia 
Florida 
7 gia 
Maryland 
North Carolina 
n Carolina 


Virginia 


E.S. Central 


Alabama 


Mississipp 


essee 


Te 


W.S. Central 
Arkansas 
Louisiana 
Oklahoma 
Texas 


Mountain 
Arizona 


Coloradc 


Idaho 
A 
1 


Vviontana 
Nevada 
New Mexico 
Utah 


mir 
VY 


Pacific 
Alaska 
California 
Hawa 
Oregon 
Wachinaton 
1gtc 


VV¥asi 


American 


Soamoa 
C.N.M.1 

Gu arr 

Puerto Ricc 

U.S. Virgin Islands 


58 466 499 


180 288 


6 


7,090 


730 
24 
24 

505 
98 


IWw— 


SK 


C 


DP & 
b 


> > 


yO 





C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases N: Not notifiable 
* Incidence data for reporting years 2005 and 2006 are provisional 


tains data reported through the National Electronic Disease Surveill 


Cum 


Cumuiative year-to-dz 


ance System (NEDSS) 


Max: Maximurr 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 29, 2006, and July 30, 2005 
(30th Week)* 





Rabies, animal Rocky Mountain spotted fever Salmonellosis 








Previous Previous Previous 
Current 52 weeks Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max week Med Max 2006 2005 week Max 2006 
United States ) 5 5 52 35 24 860 644 65 2,291 18,251 
New England é f 322 427 0 2 : 22 3¢ 31 1,021 
glar ed a : 0 223 223 
N 52 

1 2 ‘ 

4 





595 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 





)-date counts Med: Median 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 29, 2006, and July 30, 2005 
(30th Week)* 





Shiga toxin-producing E. coli (STEC)' Shigellosis 


Streptococcal disease, invasive, group A 
Previous Previous 








Previous 


Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Max 2006 
United States 55 y 297 1,018 1,255 150 211 1,013 5,145 7,317 





61 5 283 3,104 
New England 5 < 2 97 42 ‘ 37 ' : ° 

Connecticut > C : r 
Maine 


149 


Massachusetts 
New Hampshire 
Rhode Island 


Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 


Pennsy 


E.N. Central 
illino 
indiana 

Mict 


W.N. Central 
iowa 

Kansas 
Minnesota 

M ssour 
Nebraska 
North Dakota 


South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 


M 


Wie firain 
vves 3 


E.S. Central 
Alabama 
Mice ? 


W.S. Central 


is 


f A 
Vow 
Utar 
Pacific 


AlaSka 





o mmonweailth of Nc rthern Mar ana Islands 
vailable O reported cases N: N 
Jence data for reporting years 2005 and 2006 are provisional 
s E. coliO157:H7; Shiga toxin positive, serogroup non-0157; and Shiga toxin positive, no 
data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 29, 2006, and July 30, 2005 


(30th Week)’ 





Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages 


Syphilis, primary and secondary Varicella (chickenpox) 





Previous 
Current 52 weeks Cum 
Reporting area week Med Max 2006 





Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
week Med Max 2006 2005 week Med Max 2006 2005 





United States 


New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 29, 2006, and July 30, 2005 


(30th Week)* 





West Nile virus disease’ 





Neuroinvasive 





Previous 
52 weeks 
Med Max 


Current 
week 


Cum Cum 


Reporting area 2005 


Non-neuroinvasive 





Current 


week 


Previous 
52 weeks 
Med Max 


Cum 
2006 





2006 


United States 0 155 4 197 


New England 0 3 
Connecticut 0 2 
Maine 

Massachusetts 

New Hampshire 

Rhode Island 


Vermont 
Mid. Atlantic 


York 


Upstate) 


Illinois 
Indiana 
Michig ar 
Ohio 


Wisconsin 


W.N. Central 


as 
A 


nnesota 


Ai 
Mi 
Missour 


Nebraska 
North Dakota 


South Dakota 


S. Atlantic 
Delaw 


t of Columbia 


West Virginia 
E.S. Central 
Alabama 
Kentucky 
Mississipf 


ennessee 


W.S. Central 
Arkansas 
S na 
klahoma 
Texa 
Mountain 


Ar 


Islands 


203 6 





C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases N: Not notifiable 
* Incidence data for reporting years 2005 and 2006 are provisional 


Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Disease 


rt 


Cum: Cumulatiy 


€ 


year-to-date 


Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 


~t 
POUNTS 


Med: Median Max: Maximum 


; (ArboNet Surveillance) 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending July 29, 2006 (30th Week) 
- | All causes, by age (years) All causes, by age (years) 























~ 
All P&l All 
Reporting Area Ages >65 45-64 | 25-44 1-24 < Total Reporting Area Ages >65 45-64 | 25-44 1-24 <1 
' 11¢ 1 1 4 S. Atlantic 1 841 1 1 4 4 


New England 


D.C 
DE 
E.S. Central 


Mid. Atlantic 


W.S. Central 


N. Central Mountain 


Pacific 


W.N. Central 
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provisional 4-week totals July 29, 2006, with historical data 


DISEASE 


Hepatitis A, acute 


Hepatitis B, acute 


DECREASE 


INCREASE 





were reported fc 


Oo mean ¢ 


Ratio (Log scale)’ 


} Beyond historic 
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FIGURE i. Selected notifiable disease reports, United States, comparison of 
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